by initial efficiency in providing the opportunity for repair, supplemented by an equally efficient after-treatment which is the determining factor of the result.
As evidence of the advantage of these qualifications it may be noted that the effective treatment of the most recalcitrant examples of fractures and dislocations, that of the femoral neck and congenital misplacement at the hip, the salvaging of functional derelicts by reconstructive surgery and the prevention of disability by the recognition and timely treatment of many of its predisposing causes must be credited to the. Era of Emancipation.
From this review it should appear that the emancipation of orthop2edic surgery was coincident with the establishment of operative surgery as the dominant factor in its title.
It transformed an ill-found and static speciality to an important and proigressive branch of surgery. As this transition or recreation has been accomplished during my professional lifetime, I might say in the words of another: "These things I saw and a part of them I was." Spinal Arthritis and Sciatica By A. S. BLUNDELL BANKART, M.Ch. THE symptoms and signs of spinal arthritis are well known and not easily mistaken.
But when a patient with the same symptoms complains of pain in the course of the sciatic nerve the diagnosis most usually made is not spinal arthritis; the symptoms are attributed to the effect of an inflamed peripheral nerve on the muscles and ligaments of the back.
It is no mere coincidence that both spinal arthritis and sciatica are common in middleaged and elderly people, nor is it just a chance that younger patients with traumatic arthritis of the spine may also suffer from sciatica. The majority of patients with sciatica seen in orthop2dic practice have svmptoms and signs of spinal arthritis, and I believe that this is by far the commonest cause of isciatica.
Severe osteoarthritis of the spine may occur without sciatica. Again in many cases there may be no radiological evidence of spinal arthritis.
It has been said that the intervertebraJ foramina are so large that osteophytic outgrowths from the lateral joints could not possibly press upon the spinal nerves. But no one has ever suggested that they do. Actually osteophytes rarely occur in this situation.
Osteoarthritis is not simplv an affair of osteophytes and gross X-ray changes. In many situations, notably in the shoulder-joint and sometimes in the knee, well-marked osteoarthritis occurs without gross X-ray changes. The same is true of the lateral joints of the spine, although in most cases some hint of it can be found in the X-rays: Osteoarthritis produces both an intraarticular and a periarticular reaction, and it is this periarticular inflammatory reaction which in many cases involves the spinal nerves in the intervertebral foramina.
Though I think it probable that all sciatica is due to neuritis, I do not agree that the long nerve fibres which run all the way from the spinal cord to the terminations of the great sciatic nerve can be irritated or inflamed in only one particular part of their course, i.e. in the thigh. I have no doubt that the sciatica of spinal arthritis is due to neuritis and it gives rise to the symptoms and signs of neuritis.
Sicard's conception of "neurodocitis" or "funiculitis", provides at any rate a working hypothesis on the causation of spinal arthritis which can be judged by results.
For many years I have treated spinal arthritis and sciatica by manipulation followed by radiant heat, massage, and exercises, in the belief that the same periarticular inflammatory reaction which causes the stiffness of the spine is also responsible for the sciatica. Sometimes I have given epidural or paravertebral injections as well, but I have not been impressed with their value. About half the cases are cured at the time, but some of these get recurrences of the sciatica later on.
In persistent or recurrent cases I have not hesitated to remove the corresponding lateral intervertebral joints. Putti called this "decompression of the intervertebral foramina", but he never suggested that these joints or outgrowths from them were pressing on the spinal nerves. Decompression effects a relief of tension, and that is good for any inflamed tissue, whether it be an abscess or an inflamed nerve in a bony canal. This operation rarely, if ever, fails to cure the sciatica. I have operated upon a large number of selected cases during the last fifteen years and to me at any rate it is a comfort to know that one can cure sciatica when one wants to.
Spinal arthritis is the commonest cause of sciatica; most cases respond to simple treatment, such as radiant heat, massage, and exercises, with or without preliminary manipulation with the object of mobilizing the lumbar spine; persistent or recurring cases can be cured almost certainly by spinal arthrectomy.
This operation appears to be little known or at any rate seldom performed by other surgeons. There are many patients undergoing prolonged and expensive treatment for the temporary relief of sciatica, and it seems a pity that suitable cases should not be given the prompt and permanent relief that surgery can offer them. MOST ankle fractures give no trouble in treatment, but when trouble does arise it is usually with abduction fractures. Perkins says: "The external rotation fracture is a pleasant fracture: reduction is easy, secondary malunion does not occur, and only six weeks' splintage is required. The abduction fracture is an unpleasant fracture: reduction is difficult, secondary malunion is common, and splintage has to be continued for six months." But he gives no explanation for this. And the explanation has only lately, I think, been appreciated. It is the fact that in this fracture there is always a rupture of the inferior tibio-fibular ligament, and this ligament is very slow in healing. Thus the reduction is unstable and displacement often occurs. Fig. I shows a Dupuytren, an extreme example of the abduction fracture. To recall the mechanism, there is a lateral thrust or push on the foot, mostly on the heel. The astragalus violently impinges on the malleolus, which is forced laterally, causing a rupture of the inferior tibio-fibular ligament, with diastasis or widening of the joint. The whole momentum of the bodv is then taken by the fibula, which breaks at about 3 to 4 in. from its lower end, at the lower end of the very strong interosseous ligament. There is also a rupture of the internal lateral ligament or a fracture of the internal malleolus. A point worth noting is that in all ankle fractures the astragalus remains closely attached to the external malleolus owing to the strength of the posterior ligament which joins the two together. X-rays of two examples of wide abduction fractures were shown. In one reduction was maintained for four months. X-ray at eight months showed re-displacement, making arthrodesis necessary.
Diastasis of the
In the second, with accompanying fracture of the internal malleolus, perfect reduction was maintained for three months. X-ray at four months showed re-displacement with non-union of the internal malleolus.
With lesser degrees of abduction fracture also, the important feature is the rupture of the inferior tibio-fibular ligament and diastasis.
Patient injured his ankle in November 1935. Fig. 2 is a tracing of the X-ray. Notice the lateral shift of the astragalus. Reduction was maintained in plaster for three months. A few days after removal of the plaster displacement recurred. At this stage operation was advised but was declined. X-rays showed that the displacement was easily reduced again. Plaster was applied for a further three months. A few days after removal of plaster displacement recurred though not quite to the original extent.
The recognition of these minor degrees of diastasis is not always easy. Let us examine an X-ray of a normal ankle.
